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[CLINICAL INFORMATION]
Patient initials or identiﬁer number. 234566
Relevant clinical history and physical exam. This 40 years old male pa-
tient was referred for management of restenosis following previous
stenting for Coarctation of aorta. He received a self-expanding bare
metal stent 5 years ago and serial follow up CT angiography evalua-
tion showed signiﬁcant restenosis with the time. On admission, he
complained of headache and fatigue in both lower limbs.
[INTERVENTIONAL MANAGEMENT]
Procedural step. After written and informed consent was taken,
patient was shifted to catheterization laboratory.
His invasive aortogram was done with 5Fr Pigtail catheter via the
right femoral approach and it conﬁrmed his CT ﬁnding as shown in.
The 5Fr sheath was changed to 9 Fr sheath and trans-lesional
pressure gradient was more than 20 mmHg and the reference vessel
diameter of aorta, both proximal and distal to the coarctation segment
were measured.
Extra stiff 035 amplatzer guide wire was advanced into the aortic
arch shown in ﬁgure 3.Then multiple balloon dilation with non-
compliant Maxi balloon (Corids) weredone but showed suboptimal
results.Case Summary. Immediately, a balloon expandable Palmaz stent
(Cordis) manually mounted in the Maxi balloon was deployed and
inﬂated multiple times to get larger luminal area as shown in.The
angiographic results were not satisfactory but translesional pressure
gradient was dropped to less than 08mm Hg and safely discharged for
regular clinical follow-up.
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[CLINICAL INFORMATION]
Patient initials or identiﬁer number. HS
Relevant clinical history and physical exam. An 18 year-old male pre-
sented with one month history of mass in the left anterior cervical
region, odynophagia, hoarseness of voice and low grade fever with
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was present. The patient underwent FNAC from the neck mass in the
outside hospital. On physical examination a large tender pulsatile
mass of 7x6 cm in the left anterior cervical region and a similar 4x5cm
mass was noticed in the left popliteal fossa.
Relevant test results prior to catheterization. He was hypertensive but no
signiﬁcant difference was noted in both upper and lower limb blood
pressures. Neurological and ophthalmological examinations were
normal. No characteristic facies, arthralgia, skin laxity, skin bruising,
oral or digital ulcers were noticed.
Relevant catheterization ﬁndings.
 Blood tests: ESR of 100 mm/h, CRP þ
 Elevated white blood cell count of 14,400/cu.mm
 Blood culture was negative for microorganisms, TEE -ve
 HCV þ, High viral RNA load, Cryoglobulins þ
 -ve for: HIV, VDRL, HBV,ANA, ANCA
 PPD þVE; however, CXR and sputum culture, no active infection[INTERVENTIONAL MANAGEMENT]
Procedural step. Left CCA aneurysm was closed with a self-expanding
Fluency 8 x 40 mm covered graft followed by treatment of Left SCA
aneurysm with a balloon expandable covered stent graft, Atrium 9 x
38 mm as this lesion was near the ostium of left SCA and required
precise stenting. The Right SCA aneurysm was closed with another
self-expanding Fluency 8 x 40 mm covered graft while aneurysm in
the left distal SFA / popliteal artery segment was ﬁnally treated with
Via bahn 6 x 50 mm and Fluency 6 x 40 mm stent grafts.
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Hepatitis C virus (HCV) infection who presented with large aneurysms
involving left common carotid artery (CCA), right and left subclavian
arteries (SCA) and left popliteal artery. On evaluation he was found to
have cryoglobulinemia(CG). Successful endovascular repair was un-
dertaken with covered graft stenting to all the above said vessels. This
report is unique as it describes large vessel involvement in CG which is
not reported previously and highlights the feasibility of safe multiple
pseudoaneurysm stenting.
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[CLINICAL INFORMATION]
Patient initials or identiﬁer number. CJH
Relevant clinical history and physical exam. A woman of forty three year
old was transferred to our ER due to left leg pain and swelling for 5
days. The patient was diagnosed with May-Thurner syndrome by CT-
venography at the other hospital. The left leg swelled and congested
from thigh to foot.
[INTERVENTIONAL MANAGEMENT]
Procedural step. Next day, we planned to perform manual catheter
thrombectomy and stent implantaion. We placed a IVC ﬁlter via the
right groin. Then we turned patient to the prone position and inserted
a 8-Fr sheath into the left popliteal vein. Venography revealed that
thrombus ﬁlling in the deep femoral vein did not allow seeing the iliacvein (video 1). Soft 0.035’’ guidewire and 8F catheter were used to
navigate through the occlusion and to aspirate the thrombi. After
aspirating the thrombi, we passed the guidewire to IVC through the
compressed left iliac vein. Then we widened the stenotic vein with a
balloon of 4*40 mm and implanted a self-expandable stent of
14*60 mm. We used intravenous heparin infusion via the popliteal
sheath overnight. Next day, the left leg swelled again. Follow up
venography showed completely occluded external iliac vein and
stenting site of common iliac vein with thrombi. Also we found the
stent was shortened and the distal part of it folded inward. We
thought the suction catheter pushed the distal end of stent during the
additional suction of thrombi after stenting (video 2). We used cath-
eter-directed thrombolysis with tPA concurrently with heparin for 48
hours. Then we implanted a Wall stent of 16*60 mm into the folded
stent (video 3). She took anticoagulation with iv heparin with transi-
tion to warfarin before discharge. The IVC ﬁlter was retrieved. Ten-
month follow up CT-venography revealed the stent was patent and no
thrombus in the vein.
